Objectives: Trauma informed practice (TIP) -based on the principles of safety, trust, collaboration, empowerment, and choice -is efficient and has merit for clients, and professionals, across public and social services. Implementation of TIP is, however, a challenging undertaking for individuals and organisations. The study aimed to: attain the level of use of principles of TIP; and determine the motivators, barriers and enablers for changing work practices towards increasing its use at an organisational system level. Methods: Participants were working in community health services attached to a large hospital network in Sydney, Australia. Ethics approval was obtained from the health network. The services were directed at clients who are marginalised or experiencing disadvantage. Focus groups were conducted with 24 front-line workforce and managers, from medicine, allied health and health promotion. Focus groups were facilitated using a semi-structured interview guide to determine motivators, barriers and enablers. Participants completed a validated, TIP checklist to identify practices undertaken. Data was digitally recorded, independently transcribed and thematic analysis conducted. Checklist data was reported using descriptive statistics. Results: Participants reported the willingness and consistent actual use of the five principles of TIP with clients. Practices included: open and respectful communication (96% n=23); sharing decisionmaking (92% n=22); providing a gender sensitive service (92% n=20); supporting client goals and interests (92% n=22); and proving a physically safe environment (88% n=21). Fewer principles of TIP were reported in regards workforce, particularly regarding worker self-care and development. Almost three quarters reported only 'sometimes' or 'never' attending regular supervision where preventing vicarious trauma is discussed (72% n=17). Just over half reported having attended training on the impacts of trauma (54% n=13) and just under half reported attending training about developing a safety or crisis plan (46% n=11).
constraints; inability to back-fill positions and access training; and funding pressure. Conclusion: Clients are receiving safe, collaborative and consultative services, based on the principles of TIP. As with previous studies, worker safety was identified as an area for improvement. There were multiple strategies identified to enhance service quality and embed the use of TIP principles into services and the wider organisation. These include: ensuring TIP is built into service models; ensuring flexibility in planning service delivery; establishing organisational guidelines for worker safety; creating a supportive team environment; ensuring access to relevant training; creating multidisciplinary teams or collaborations; and ensuring performance measures are aligned with the actual time required to undertake clinical work in this complex field. The benefits of undertaking these improvements will potentially flow through the organisation and deliver higher quality care into the future. The challenge is to design a new model of care that will strengthen primary care, integrate primary and tertiary services and initiate changes to transform the diabetes landscape. Methods: The Alliance Diabetes Integration Project is a proof of concept pilot. General practices were recruited following expressions of interest and patients with type 2 diabetes were stratified (Joslin criteria). Moderate-to-high risk patients were offered 40-minute case-conference style consultations within each practice attended by an Endocrinologist, Diabetes Educator, the patient's General Practitioner (GP), Practice Nurse (PN) and the patient.
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Recommendations were implemented by their usual GP without specialist clinic follow-up. Practice staff could then offer standardised quality care to their remaining patients with reduced specialist input. This partnership provides a more seamless patient-centred approach to diabetes care, delivering intensive individualised education to all involved. Effective communication through direct integration minimises delay in therapeutic changes.
Results: 20 practices and 456 patients were seen over 14 months. The mean age was 64±12 years, with a duration of diabetes of 11±7 years. The mean HbA1c was 63±16 mmol/mol. 92% had quality medication changes and good holistic medicine was practised.
At 6 months follow-up of 147 patients, HbA1c improved from 60.2±15.9 to 55.1±12.5mmol/mol (p=0.0006), weight improved from 100.1±20.6 to 98.7 ±21kg (p=0.02), total cholesterol was reduced from 4.5 ±1.2 to 4.4±1.2mmol/l (p=0.04), and systolic BP fell from 139 ±19 to 133±17mmHg (p= 0.0003). The magnitude of improvement in metabolic control is similar to some newer oral diabetes medications.
All of the involved clinicians felt the experience was "satisfying" or "very satisfying". Patients reported feeling empowered and supported with 34% reporting improved knowledge and confidence.
Due to the success of the pilot project, a further 40 practices have been recruited for 2017. Parameters are being collected and analysed to assess the impact on hospital attendances, along with evaluation of general practice processes, appropriate prescribing and clinical outcomes. A partnership with the National Prescribing Service has been established to develop a diabetes registry that will assist in benchmarking, perpetuating quality improvement, and assisting directed specialist intervention to deliver better outcomes. Conclusion: This model of care is effective in delivering high quality standardised and holistic care through direct integration. Improved outcomes are achieved without burdening hospital clinics and has the benefit of strengthening diabetes care in the community. Reference 
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Objectives: To outline that while patient safety has been of paramount importance and a significant focus of health care leaders around the world, the quality perspective has been skewed. To raise awareness of the attendees to the importance of taking a comprehensive and global approach based on a broader vision of quality from across the system and the patient journey perspective. Methods: The author bases the presentation on her knowledge and expertise of healthcare quality and patient safety, noting important contributions by experts to support the content. Results: This presentation will outline the background and impacts of our focus on patient safety. The author will 1) summarize the impacts of the patient safety movement on the quality agenda 2) list the leadership challenges contributing to the slow progress to advance improvement and address risk 3) references the necessity to refocus on an integrated and woven picture of quality 4) suggests leadership priorities to be addressed in order to escalate progress. Conclusion: The patient safety focus has matured with great strides made however there is a risk associated with focusing narrowly on (patient) safety. Quality must be viewed in its fullest way in order to truly improve health and healthcare. It is now time to rebalance and recalibrate quality improvement and ensure (patient) safety is viewed in perspective. Health care leaders, providers and other stakeholders are responsible to ensure that we recalibrate our vision and approach in order to improve patient / population outcomes, health system outcomes and achieve a higher performing health care system -locally, regionally, and nationally. Our leadership challenge includes the importance of nurturing a culture of quality that demonstrates this commitment and enables sustainability of improvements. Objectives: Introduction: Clinical risk assessment and management in an aged care setting is commonly overlooked. This project is focused on clinical risk and relates to residents diagnosed with severe dementia and living in a residential care setting. Weight loss, choking, aspiration and unmanaged behaviour were selected as clinical risks for this project, as they are related to severe dementia. Assessing clinical risks and developing appropriate strategies to reduce such risks can result in an improvement in the quality of life of dementia residents. Aims/Objectives: The aim of this project was to ensure the risk assessment component included assessing and using best available evidence for care planning when caring for a resident with severe dementia. Methods: The project selected 30 residents from two aged facilities in the Melbourne metropolitan area as a reasonable and manageable sample. The audit was conducted as a part of each facility's continuous improvement project and therefore no ethics approval was required. Information obtained for the audit was treated confidentially and did not involve or include any personal identification.
ISQUA17-1252 CLINICAL RISK ASSESSMENT IN
The project utilised baseline data collection was based on JBI-PACES audit criteria, and intervention included education, modifying resident's assessment tools, and reaudit of post-implementation data collection. The data collected identified risks related to severe dementia.
To be included in the sample a resident must be diagnosed with dementia. In addition to the dementia diagnosis, the resident must have a minimum of two of the following signs and symptoms.
-Unable to speak coherently or comprehend what the staff are saying to them -No longer recognise family members -Requires extensive assistance with activity of daily living and frequently resistance to personal care -Requiring soft or vitamised diet -Frequently refusing to eat -Displaying verbal or physical aggression Abstracts
